###### Strengths and limitations of this study

-   There is a paucity of studies examining burnout among psychiatry residents and specific factors related to learner factors (such as perceived stress levels, resilience, stigma towards mental illness and coping strategies) and learning environment.

-   This study was conducted within a National Psychiatry Residency Programme with findings that would be generalisable to relevant training sites.

-   The findings of this study viewed within extant models of burnout provided some possible strategies which need to address stressors, beef up coping, allow continual support and develop resilience to promote wellness within our learners.

-   Limitations include the cross-sectional nature of the study and that while we have tried to incorporate a range of intrinsic and extrinsic variables that could contribute to burnout, other factors such as the personality of residents and external life events were not assessed.

Introduction {#s1}
============

Burnout among residents is an issue that is gaining increasing attention due to its impact on the learner, training and patient care.[@R1] Burnout often manifests as emotional exhaustion, and disengagement from work-related activities.[@R3] Extant studies examining burnout across different residency programme have reported prevalence rates of up to 80%,[@R4] depending on the scales used and threshold criteria adopted. Similarly, high burnout rates (up to 87%) have been reported within psychiatry residents although most studies were conducted in North America.[@R6] Among psychiatry residents, burnout has been associated with various demographic (such as married but not having children),[@R9] work related (such as increased workload, lack of clinical supervision)[@R9] and learner (such as decreased empathic capacity)[@R11] factors. Previous studies within psychiatry residents have examined either burnout within a resilience curriculum[@R7] or associations between burnout and specific factors such as stress levels[@R12] and coping[@R14] within the learners. Thus far, no study has attempted to examine the association between burnout and residents' perception of their learning environment in the context of a combination of learner factors (specifically resilience, stigmatising attitude towards mental illness, perceived stress level and coping strategies) which are relevant to the clinical practice of psychiatry.

Several models of burnout are pertinent for our consideration. The first is the 'transactional' model[@R15] involving stress and coping. It views burnout as a way of coping with work stress, which highlights the importance of enhancing coping of our learners especially when they are new to residency.[@R15] The second is a 'sequential' model which describes the development of emotional exhaustion towards work demands, which then progresses to depersonalisation, and subsequent decreased self-efficacy and personal accomplishment.[@R16] This points to the need to identify emotional exhaustion early before it spirals downstream. The third model is the 'imbalance' model that views burnout as arising from a lack of balance between job demands and resources available.[@R18] This suggests the need to address both work expectations and provision of adequate resources to meet them. In view of the scarcity of studies examining burnout among psychiatry residents in Asia, and specific factors germane to learner and learning environment, we seek to clarify the rate of burnout among our cohort of psychiatry residents within a National Psychiatry Residency Programme and determine its relationship with perception of learning environment and learner factors (such as perceived stress levels, resilience, stigma towards mental illness and coping strategies).

Methods {#s2}
=======

Study sample {#s2-1}
------------

From June 2016 to June 2018, we recruited psychiatry residents across five residency years within our National Psychiatry Residency Programme. Details of the study were explained to the residents and signed informed consent was obtained before administration of questionnaires by research team staff not related to the residency programme.

Patient and public involvement {#s2-2}
------------------------------

Patients and the public were not involved in this study.

Rating scales {#s2-3}
-------------

The Oldenburg Burnout Inventory (OBI)[@R3] was used to assess burnout levels in residents. The scale consists of 16 items, with responses ranging from 1 (*strongly agree*) to 4 (*strongly disagree*). Higher scores indicate higher levels of burnout and there are two subscales, namely exhaustion and disengagement. Exhaustion is defined as a consequence of intensive physical, affective and cognitive stress due to one's occupation. Disengagement is defined as an emotional distancing of an individual towards patients and colleagues.

The Postgraduate Hospital Educational Environment Measure (PHEEM)[@R19] was used to assess residents' perceptions of their learning environment. The scale consists of 40 items with three subscales, namely perceptions of role autonomy (14 items, maximum score of 56), perceptions of teaching (15 items, maximum score of 60) and perceptions of social support (11 items, maximum score of 44). Summation of all items yields an overall score ranging from 0 to 160, with higher scores indicating a more favourable perception of the learning environment.

Learner factors refer to factors which reflect how the residents perceive and interact with their learning and work environments. We have chosen to measure perceived stress level, coping strategies, resilience and stigmatising attitudes in our study.

The Perceived Stress Scale (PSS)[@R20] was used to gauge the stress level felt in the past month. The PSS has 16 items rated on a four-point Likert scale, with scores ranging from 0 to 40. Higher scores indicate a higher level of stress.

The Brief COPE Inventory[@R21] was used to assess the different types of coping strategies adopted. There are 28 items on a four-point Likert scale, and scores for four coping styles can be obtained: active-avoidance, problem-focused, positive and religious/denial.[@R22] Higher scores indicate more frequent use of a particular coping strategy.

The Brief Resilience Scale (BRS)[@R23] measures resilience levels of residents, and consists of six items. It is rated from 1 (*strongly disagree*) to 5 (*strongly agree*). Higher scores are indicative of better resilience.

Stigmatising attitudes can present in the form of a lack of belief in recovery,[@R24] difficulty empathising with patients, or a desire to distance oneself from those with mental illness.[@R25] Stigmatising attitudes in residents were measured with the Opening Minds Stigma Scale for Healthcare Providers (OMS-HC).[@R26] It consists of 20 items on a five-point Likert scale, ranging from 0 (*strongly disagree*) to 4 (*strongly agree*). Higher scores are indicative of more stigmatising attitudes. Scores for three subscales can be obtained: stigma towards people with mental illness, stigma towards disclosure/help-seeking and keeping social distance.

Statistical analyses {#s2-4}
--------------------

All analyses were conducted using IBM SPSS V.23.[@R27] To investigate the relationship between burnout and other factors, we split residents into two groups based on whether they met the criteria for burnout. Based on previous criteria,[@R28] residents with mean scores of ≥2.25 on exhaustion and ≥2.1 on disengagement subscales of the OBI were considered as experiencing burnout. Independent samples T-tests and χ^2^ tests were conducted to examine if there were significant differences between these two groups on all measures.

We also conducted Spearman correlations between all scales within each group (burnout/no burnout) to examine interrelationships between the measures.

Results {#s3}
=======

Sample characteristics {#s3-1}
----------------------

Ninety-three (89.4%) out of 104 residents took part in the study as they gave informed consent to participate, and 58.1% (n=54) were male. Overall, 54.8% (n=51) of them met the criteria for burnout and one resident did not complete the questionnaire. χ^2^ tests revealed no difference between both groups (burnout vs no burnout) regarding gender, marital status, year of residency and age (see [table 1](#T1){ref-type="table"}). Correlation analyses showed no significant relationships between burnout scores on both subscales and demographic variables (age, marital status, gender, year in residency).

###### 

Demographics of sample

  --------------------------------------------------------------------
  Variable                     Burnout\      No burnout\   
                               (n=51)        (n=41)        
  ---------------------------- ------------- ------------- -----------
  Gender, n (%)\*                                          

                               Males         32 (62.7)     22 (53.7)

  Females                      19 (37.3)     19 (46.3)     

  Marital status, n (%)\*                                  

                               Single        29 (56.9)     25 (61.0)

  Married                      22 (43.1)     15 (36.6)     

  Divorced                     0 (0.0)       1 (2.4)       

  Year of residency, n (%)\*                               

                               1             15 (29.4)     20 (48.8)

  2                            10 (19.6)     6 (14.6)      

  3                            12 (23.5)     6 (14.6)      

  4                            8 (15.7)      4 (9.8)       

  5                            6 (11.8)      5 (12.2)      

  Age, mean (SD), years\*      29.5 (2.56)   29.4 (3.92)   
  --------------------------------------------------------------------

\*No significant differences (p\>0.05) between groups based on χ^2^/independent t-tests.

Group differences on all measures {#s3-2}
---------------------------------

Both groups differed significantly on the PHEEM and all its subscales (role autonomy, teaching, social support) (all p\<0.001), with the burnout group recording lower mean scores (see [table 2](#T2){ref-type="table"}).

###### 

Differences between residents with and without burnout

  ---------------------------------------------------------------------------------------------------
  Scale                                  Mean (SD)\                         T        DF     P value
                                         (burnout vs no burnout)                            
  -------------------------------------- ---------------------------------- -------- ------ ---------
  PHEEM role autonomy                    37.0 (6.17) versus 42.0 (3.88)     4.70     82.0   \<0.001

  PHEEM teaching                         41.2 (7.21) versus 46.0 (4.11)     3.73     88.0   \<0.001

  PHEEM social support                   27.4 (5.04) versus 32.4 (3.87)     5.12     88.0   \<0.001

  PHEEM total                            105.7 (17.1) versus 120.6 (10.3)   5.08     80.8   \<0.001

  Perceived Stress Scale                 28.6 (4.88) versus 23.0 (4.14)     −5.87    90.0   \<0.001

  COPE active-avoidance                  19.1 (3.84) versus 16.8 (3.62)     −2.97    89.0   0.004

  COPE problem-focused                   17.6 (3.89) versus 17.5 (4.41)     −0.161   90.0   0.872

  COPE positive                          17.7 (4.21) versus 17.4 (3.67)     −0.399   89.0   0.691

  COPE religious/denial                  6.61 (2.09) versus 6.54 (2.44)     −0.151   90.0   0.880

  OMS-HC disclosure/help-seeking         7.82 (2.44) versus 6.54 (2.61)     −2.44    90.0   0.017

  OMS-HC stigma towards mental Illness   6.02 (3.09) versus 5.56 (2.56)     −0.760   89.0   0.449

  OMS-HC social distance                 5.34 (2.45) versus 4.76 (2.05)     −1.22    89.0   0.226

  Brief Resilience Scale                 20.8 (3.62) versus 22.3 (3.61)     1.93     90.0   0.056
  ---------------------------------------------------------------------------------------------------

COPE, Brief COPE Scale; OMS-HC, Opening Minds Stigma Scale for Healthcare Providers; PHEEM, Postgraduate Hospital Educational Environment Measure.

Burnout group scored higher on PSS (p\<0.001), OMS-HC stigma towards disclosure/help-seeking subscale (p=0.017) and adopted active-avoidance coping more frequently (p=0.004).

Both groups did not differ significantly on the BRS scores, brief COPE problem-focused, positive and religious/denial subscales, and OMS-HC stigma towards mental illness and keeping social distance subscales.

Correlations between measures (within groups) {#s3-3}
---------------------------------------------

Correlation analyses revealed that higher PSS scores correlated with lower PHEEM total scores (r~s~=−0.549, p\<0.001) and all PHEEM subscale scores (all p\<0.01) in the burnout group. Additionally, higher PSS scores were correlated with higher ratings on both active-avoidance coping (r~s~=0.363, p=0.020) and problem-focused coping (r~s~=0.378, p=0.015) in the no-burnout group, but only with active-avoidance coping (r~s~=0.450, p=0.001) in the burnout group.

Discussion {#s4}
==========

There are several main findings in this cross-sectional study. First, amidst the relatively high burnout prevalence (54.8%), the burnout group had poorer perceptions of learning environment (overall, role autonomy, teaching, social support), higher stress levels, more use of active-avoidance coping, and were less willing to disclose or seek help compared with the group without burnout. Second, greater perceived stress was associated with poorer perception of learning environment and only use of active-avoidance coping within the burnout group.

Slightly more than half of our residents experienced burnout, and this was within the range of burnout prevalence (up to 87%) found among psychiatry residents.[@R6] Residents experiencing burnout in our cohort had significantly higher perceived stress levels, which was consistent with previous findings.[@R10] Additionally, residents experiencing burnout had poorer perception of their learning environment. While emotional exhaustion from burnout can lead to poorer perception of the learning milieu, conversely, a poorer perception of autonomy and social support within the learning context can contribute to burnout.[@R30]

Residents experiencing burnout employed active-avoidance coping more often than residents with no burnout. Within the transactional model of burnout, accumulation of stressors can lead to behavioural and emotional changes, which eventually causes burnout.[@R15] The use of active-avoidance coping does not address issues precipitating stress or actively manage the stressors, causing residents to become susceptible towards developing burnout.[@R15] Of note, Pisljar and colleagues[@R31] observed that organisation-directed interventions (eg, increasing work autonomy for employees) only reduce the impact of work stress when employees are able to employ active coping strategies to deal with their stress. This underscores the importance of encouraging the use of adaptive coping strategies (eg, addressing the problem, talking to supervisor) to manage training-related stress in our residents.

In addition, we found that burnout is associated with greater stigma towards help seeking. Several earlier studies have noted that medical students and residents with burnout had greater concerns regarding personal disclosure and were less likely to believe that psychological support provided to them at their academic institution were viewed positively or managed with confidentiality.[@R32] This may contribute towards active avoidance and allows the stressor to build up over time, inducing a greater sense of helplessness.[@R35] The sequential model of burnout in particular emphasises the stages of emotional change that residents may undergo, with emotional exhaustion being a cardinal event cascading down to depersonalisation and diminished personal accomplishment over time.[@R16] Residents who feel that they lack adequate psychological support are more vulnerable to become emotionally drained, which could then manifest behaviourally as detachment from their work or difficulty in empathising with patients.[@R17]

In the burnout group, higher perceived stress was correlated with poorer perception of learning environment and increased use of active avoidance as a coping measure. In the no-burnout group, higher perceived stress was additionally correlated with the use of problem-focussed coping. This indicates that differences in coping strategies may predict or perpetuate burnout in residents, but longitudinal study designs are required to clarify the nature of this relationship.

Strengths of this study include the examination of burnout rates among psychiatry residents and contributing factors specific to the learner (such as perceived stress levels, resilience, stigma towards mental illness and coping strategies) as well as the learning environment. This study was conducted within a National Psychiatry Residency Programme and the findings obtained are likely to be generalisable to relevant training sites. The findings of this study viewed within extant models of burnout provided some possible strategies to promote wellness within our learners. Some limitations of this study include the cross-sectional nature of the study which does not enable the examination of change over time. While we have tried to incorporate a range of intrinsic and extrinsic variables that could contribute to burnout, other factors such as the personality of residents and external life events were not assessed.

Interventions for residents {#s4-1}
---------------------------

The findings of this study viewed within the three models of burnout provided some possible strategies. Several core foci would be to address stressors, beef up coping, provide and ensure continual support, and develop resilience within our learners. These strategies are synergistic and not operating in isolation to promote resident wellness. First, there is a need to address stressors which are often the initial trigger of a cascade of personal responses to deal with the stressor as explained by the transactional model. New residents should be provided closer, personal supervision by supervisors, as well as a buddy system with senior residents.[@R37] These mentors can highlight to learners early in their residency training the importance of being aware of one's stressors,[@R7] and spot or address any concerns they may hold before the stress levels increase inordinately and lead to burnout. This includes proper adjustment to the rigours of training programme involving evaluations, rotations through different postings and expectations of supervisors. Second, attempts to beef up coping rather than avoidance can include discussions with focus on fatigue management, sleep hygiene, having a balanced lifestyle incorporating work, study, recreation and spending time with loved ones, as well as exam preparation. Third, continual support emphasises the need for deliberate and sustained efforts to look out for residents who may be at the initial stage of emotional exhaustion. Intentionally setting up points of contact with the residents to provide support as needed along the way may ameliorate the risk of future burnout as suggested in the sequential model.[@R17] In addition, the scheduling of regular sessions with faculty supervisors, the main and associate programme directors, regular communication between faculty and ad hoc sessions whenever warranted can be considered. Fourth, in order to develop resilience, residents should be encouraged to build meaningful relationships in their personal and professional spheres.[@R38] Apart from being understanding and supportive, faculty should be encouraged to share openly about their experiences in self-care and challenges they faced.[@R39] This balanced perspective, with a focus on adaptability, can pave the way for building better resilience among our learners.[@R39]

Conclusion {#s5}
==========

In conclusion, we found that burnout was associated with poorer perception of the learning milieu and specific learner factors within our psychiatry residents. Possible strategies viewed within the different models of burnout are suggested to address issues related to stressors, coping, continual support and development of resilience within our learners.
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